Surgical Insights for the Non-surgeon," or SINS, is composed of several short chapters intended to cover fundamental surgical knowledge for non-surgeons. The authors focus on surgical pearls, operative insights, and applied anatomy. In Chapter 5 of this series, the authors discuss the small bowel -its anatomy, its obstruction, and small bowel/mesenteric ischemia.
"Measure thrice, think twice, cut once."
--Old adage from carpentry … and just as relevant to surgery
Anatomy
The small bowel is divided into duodenum (approximately 30 cm), jejunum (approximately 300 cm), and ileum (approximately 100 cm). The duodenum is divided into four parts: the first part or bulb; the second part or descending portion; the third part or transverse portion; and the fourth part or portion ascending to the ligament of Treitz. Duodenal arterial supply is primarily via the gastroduodenal artery. It courses posterior to the duodenal bulb. Therefore, an ulcer that penetrates the posterior wall of the first part of the duodenum can cause massive hemorrhage. This may necessitate surgery (see Chapter 4: Stomach SINS 1 ). When there is <200 cm of small bowel, there is risk of short bowel syndrome (not enough bowel to absorb the nutritional requirements). Therefore, care is taken to save an adequate length following a large or multiple bowel resections. 
Small Bowel Obstruction Etiology

Treatment of SBO
Clinical Presentation
• Pain out of proportion to physical examination! • However, initial presentation may be only mild tenderness, with or without peritonitis • Tenderness increases over time (therefore, serial examinations are very useful) • May have blood in stool from sloughing mucosa 
Laboratory Investigations
Surgical Pearls: Summary of SBO
General Treatment
• Requires laparotomy for diagnosis ("peak and shriek") and treatment ("damage control") • Extensive necrosis has poor prognosis • Necrotic bowel is resected • Typical to perform a "second-look laparotomy" in 24-48 hours to reassess the bowel
Specific for Occlusive Mesenteric Disease (Embolus or Thrombosis)
• Primarily surgical treatment with embolectomy or thrombectomy ± arterial reconstruction • Alternative therapeutic options during angiography -Intra-arterial vasodilators or thrombolytic agents -Angioplasty -Placement of a vascular stent -Embolectomy • Early discussion with a vascular surgeon on best approach 
Specific for Non-occlusive Mesenteric Insufficiency
Diagnosis:
• Doppler sonography of proximal superior mesenteric artery and celiac artery • Arteriography for definitive diagnosis: requires occlusion of at least two of the three major mesenteric arteries • MRI useful in younger patient to show compression of the proximal celiac artery Treatment:
• Angiographic: balloon angioplasty or stent placement • Surgery: transaortic endarterectomy or bypass graft -From supraceliac artery to the celiac artery and superior mesenteric -Or retrograde bypass from infrarenal aorta or iliac artery
